Introduction
Accidental hypothermia is traditionally the pathophysiological state in which central temperature has been reduced unintentionally to below 35°C. Two main subdivisions are recognised: (1) hypothermia due to exposure of otherwise healthy individuals to cold, wet, or windy conditions; and (2) hypothermia occurring in the very young or the elderly (often secondary to some underlying illness) and in the general population (secondary to drugs and alcohol). Patients in the second category are surprisingly common in urban populations, and mortality is high: the reported figures vary from 40% to over 80%.' Some advances in treatment have been made within the past decade, but there is still no universally agreed policy.2 Several key issues remain unresolved including the optimum rate of rewarming, the need for intravenous fluids, the role of oxygen administration and positive-pressure ventilation, and the indications for drugs.
We have carried out a 15-year prospective study of patients presenting with accidental hypothermia in an urban environment. During the course of the study we Alcohol was the precipitating factor in four patients (two of whom were taking pentobarbitone), and coal-gas poisoning in three. In the 19 remaining patients various illnesses were found: cardiovascular accident (four), endocrine disease (four), malnutrition and dehydration (three, in two of whom alcohol was also a precipitating factor), malignancy (two), myocardial infarction (one), pneumonia (one), old age (one), injury (one), skin disease (one), and mental disability (one).
CLINICAL AND LABORATORY DATA
Heart rates tended to be slower at lower temperatures, but the relation was not as striking as might have been expected. There was no consistent relation between arterial blood pressure and temperature, although in 10 of the earlier patients initial blood pressure on admission was unrecordable. (This occurred before measurement of intra-arterial blood pressure became routine.) Of the 34 patients whose admission electrocardiogram had been retained, over half had arrhythmias, including seven patients with atrial fibrillation and three with ventricular fibrillation (of whom two survived).
Seventeen patients (39%) had obvious respiratory inadequacy on clinical examination: nine were apnoeic and eight nearly so. Initial chest x-ray films showed patchy opacification in 12 out of 30 patients (40%), and five more patients subsequently developed radiological changes. Blood-gas analysis confirmed the high incidence and severity of disturbances of pulmonary gas exchange. In most of the patients in whom analysis was performed during spontaneous air breathing arterial Po2 was less than 7-3 kPa (55 mm Hg; fig 1) Rewarming was achieved at a mean rate (+SEM) of 1-13+0-09'C/ hour. The mean duration of rewarming was 8-03 ±0-85 hours. Figure  3 shows the course of uneventful active rewarming; the patient breathed spontaneously throughout. Most patients (41) received some intravenous fluids during this period, the mean volume infused being 2 1±02 1. Dextrose (5%) and saline were the fluids most frequently infused, but plasma and blood were given occasionally; potassium was administered as indicated by sequential biochemical analyses; calcium was not normally given. Oxygen (mean maximum concentra- tion 65%) was administered to 40 patients, and intermittent positivepressure ventilation with warmed humidified gas to 21 (48%). At the end of rewarming the standard criteria for weaning from the ventilator were observed, and adequate spontaneous ventilation was usually achieved without difficulty. The most troublesome problem during rewarming was hypotension, which was regarded as more severe than usual (systolic blood pressure less than about 70 mm Hg) in 14 of the 44 patients (32%). Seven of these patients received drugs aimed at increasing blood pressure and thereby improving perfusion to vital organs. Four were given the vasoconstrictor metaraminol: one responded well, a second had a variable response, and two showed no response; while three received drugs with a major inotropic action on the heart (dopamine and isoprenaline); all responded well, and urine output improved appreciably in the two given dopamine. One patient was given the alphaadrenotropic blocking agent thymoxamine because of persistent vasoconstriction towards the end of rewarming; a moderate response occurred.
Steroids had been administered to seven patients before referral; only small doses had been given and the effect was impossible to judge.
Antibiotics were not administered prophylactically, but 24 patients (55%) received various antibiotics when bacteriological examination confirmed clinically important infection (usually of respiratory origin).
MORTALITY
The overall mortality in the prospective study was 270% (12 patients).
Only two patients (5%) died during rewarming; both deaths occurred in the early years of the study (1965 and 1968) , one because mechanical ventilation was stopped prematurely and the other from inadequate fluid repletion. The remaining 10 patients all died after regaining normal body temperature (table II) . We considered in greater detail three of the several factors that might have been expected to affect the ultimate outcome in patients suffering from hypothermia-namely, age, temperature on admission, and nature of the principal precipitating condition. The mean age of non-survivors (71 ±9 years) was significantly greater (p < 0-001) than that of survivors (50 ± 17 years), but there was no significant difference in temperature between the two groups. The patients in whom poisoning was the principal precipitating factor appeared to have a considerably better prognosis (two out of 25 died) than the others ( 
of these patients died (69%). The difference in mortality between the patients who had abused drugs or alcohol and the others was significant (X2 = 6-8; p < 001).
Discussion

TREATMENT
One of the more controversial aspects of treatment concerns the rate and technique of rewarming. Rapid external rewarming has been used largely, though by no means exclusively, for younger patients suffering from hypothermia of fairly brief duration,7 while rapid internal rewarming has usually been reserved for patients with profound hypothermia whose resuscitation by simpler methods proved to be difficult or impossible.'0-2
In the elderly rapid external rewarming fell into disrepute after the reports of Rees Whitehaven, and Wigan. They were selected to include areas of Britain not studied in the initial survey, and to provide additional data on Lancashire and the towns bordering it. The survey method was identical with that used previously.' In each town a sample of abdominal radiographs of people aged 55 and over was taken from the stored films within the radiological department of a general hospital. The selected films showed the entire pelvis and sacrum, the femoral heads, and all lumbar vertebrae-sites that are affected in 95% of patients with Paget's disease.
Wherever possible samples of about 1000 radiographs were drawn for each town, with similar numbers for men and women. In some towns the records systems were such that retrieval of radiographs, of the kind required and for patients of known age, was excessively time-consuming. In these circumstances smaller size samples were used. The films were initially classified by a trained observer (ATC) into three groups: positive (unequivocal signs of Paget's disease), doubtful, and negative. A second observer (PBG, a radiologist) then examined all the positive and doubtful films and a one-in-ten sample of the negative ones. Standardised criteria were used for the diagnosis of Paget's disease. In the previous survey the radiologist's observations were shown to have a high level of repeatability. After completion of the present survey a sample of 109 films from six towns was reexamined to determine whether this level of repeatability had been maintained.
Results
The table shows the prevalence of Paget's disease in the 17 towns, together with those in the 14 towns in the previous survey. The prevalence rates for each sex were directly standardised to allow comparisons corrected for the differing age distributions of the subjects in the various towns. The standardisation procedure used five-year age distributions from 55 to 90 and over. The combined population of the 14 towns was again used as the standard so that results of the two surveys are directly comparable. In the table the towns are listed in descending order of the overall age-and sexstandardised prevalences (final column), which varied from 8 30' in
